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Abstract
Compliance with a diabetic diet is essential in the
management of diabetes. Compliance appears to improve when
the diabetic has some control over food choices and when
changes in lifelong eating patterns are minimized. The
purpose of this quasi-experimental study was to compare
culturally relevant diabetic diet teaching with conventional
American Diabetes Association (ADA) diet teaching in elderly
African-American clients in rural Mississippi. The study was
guided by the research question: Is there a difference in
blood glucose levels between elderly diabetics who received
conventional diabetic diet teaching versus those who
received culturally relevant diet teaching? Leininger's
theory of Cultural Care Diversity & Universality was used as
the theoretical framework. The setting was rural Yazoo
County in Mississippi. The sample (N = 20) consisted of
elderly males and females who were of African ancestry, were
65 years of age or older, and had been diagnosed with noninsulin-dependent-diabetes mellitus (NIDDM) for more than 3
years. A control and experimental group were utilized. The
comparison was approached by obtaining postprandial blood
glucose levels at baseline and two weeks post-intervention.
Intervention involved one-on-one simplistic diet instruction
iii

and use of visual aids. Data were analyzed using inferential
statistics. Results indicated a significant reduction in the
mean differences of the post-intervention glucose levels in
the experimental group. A comparison of the mean differences
between groups, using paired t tests, was significant at the
a = .05 level with a t = -3.095. Additional findings,
brought out through performance of an ANOVA and Chi-Square,
indicated that the teaching method was the major factor
contributing to the variance of the means. This was
significant at an F = 4.41 and a Chi-square value of 1.250.
Recommendations for future research included replication of
this study with a larger sample utilizing different ethnic
minority groups and different geographical areas. Conduction
of a similar study impacting insulin-dependent diabetic
clients was further recommended.
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Chapter 1
The Research Problem
Non-insulin-dependent diabetes mellitus (NIDDM) is one
of the most common diseases in the United States today. It
is estimated that nearly 14 million people have diabetes.
Seven million are known diabetics, and approximately 7
million are estimated as being undiagnosed with diabetes.
African-American (AA) diabetics comprise over 15% of the
total population of those diagnosed with diabetes (National
Institutes of Health, 1994). Among AA diabetics, diabetes
has an eight times greater incidence in the 65-and-older age
group (Jackson, 1988).
Mississippi has a well documented problem with
diabetes. At least 164,000 Mississippians are estimated to
have diabetes, and of this number, over 82,000 are
diagnosed. It is estimated that a similar number remain
undiagnosed with diabetes. Approximately 60% of
Mississippians diagnosed with diabetes are AA, and over half
of these are in the 65-and-older age group. Approximately
1,600 Mississippians die each year due to complications from
diabetes. Mississippi ranks 30 out of the 50 states and
District of Columbia for diabetes related deaths (Centers
for Disease Control, 1991) .
1

2

The majority of clients with NIDDM can be controlled by
diet alone. There is widespread agreement about the
importance of diet therapy to control NIDDM. Diet is known
to be a foundation of diabetes treatment; however, it is
well documented that many individuals with diabetes do not
follow their diets (Hauenstein, Schiller, & Hurley, 1987).
Basic dietary patterns are influenced by cultural and
economic factors. One of the primary reasons attributed to
unsuccessful diet therapy in diabetes has been the
prescription of a standard diet, regardless of the patient's
cultural and economic status (Gohdes, 1988).
The impact of dietary noncompliance and a fast-growing
elder minority diabetic population have created a need for
more culturally relevant dietary teaching methods. Hinkle
(1962) first documented the need for understanding the
ethnic and social background of a patient in order to plan a
diabetic diet effective and consistently followed over a
long time. Goldsmith & Davidson (1977) related the
significance of providing Southern ethnic food preferences
and exchange values for the diabetic diet. In 1994, the
American Diabetic Association (ADA) revised its position
statement in Nutrition Recommendations and Principles for
People with Diabetes Mellitus. Instead of using single diet
resources for diabetic diets, it called for use of multiple
diets to enhance individualization in diet planning.
Recommendations included the use of nutritional assessments
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and treatment goals as the basis for individualization of
diet plans. Consideration for routine dietary habits and
individual lifestyles were emphasized (B. Post, personal
communication, April 21, 1995).
Even with increasing reference to the importance of
individualizing diabetic diets, few studies have sought to
address this area. The goal of this study was to compare a
culturally relevant dietary teaching method with a
conventional method to help improve dietary compliance, and
ultimately improve diabetic glucose control.
Introduction to the Problem
Diabetic management may fail for a number of reasons:
varying religious and cultural beliefs, habits, lifestyle
changes, and the structure of a prescribed diet. (Hauenstein
et al., 1987). A gap often exists between essential
information and the patient's actual knowledge. This gap is
often larger in the AA population, primarily due to the lack
of culturally sensitive education programs and materials
(Anderson et al., 1991).
Modifying dietary patterns requires a thorough
understanding of both the disease process and the principles
underlying dietary management. Health behavior is greatly
influenced by cultural patterns. In order to address health
problems in the AA community, an acknowledgement must be
made of the fact that the AA population is extremely diverse
in its behavioral responses to diabetes. Most AAs,
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particularly those who are elderly, live in or were born in
the South. Certain Southern food preferences and traditional
food preparation practices common among elder AAs are
extremely high in saturated fat and sodium (Kumanyika &
Ewart, 1990).
As a cultural group, many AAs may be in lower
socioeconomic groups which may precipitate nutritional
problems. High intake of yellow and dark green leafy
vegetables, fish, and poultry are desirable dietary patterns
for AAs. Undesirable patterns seen in this group include
extensive use of frying, over-cooking and use of fatback in
vegetables, low intake of milk and dairy products, and use
of high sodium foods. The preceding undesirable dietary
patterns can lead to nutritional problems which can compound
the medical problems of diabetes (Davis & Sherer, 1994).
Culturally sensitive diabetic education enables AAs with
diabetes to take care of their health. This is done through
the recognition and promotion of individual cultural
strengths and personal goals (Anderson et al., 1991).
Elderly AA diabetics require an understanding by the
health care provider of the community, history, and region.
The AA community, history, and region interact to form
cultural values which influence patient adherence to
prescribed regimens (Anderson et al., 1991) . Some scholars
believe AA values are a confluence of the African heritage
and the American experience. Examples such as the extended
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family, the belief that all the aunts and uncles are
responsible parents of all their nieces and nephews, the
belief in collectivism as opposed to individualism, and
respect for age, are hallmarks of the AA culture. Such
values create unique attitudes and beliefs concerning
personal behaviors toward health promotion and disease
prevention (Murphy & Elders, 1992) . Attitudes and beliefs
should not be changed with the diagnosis of diabetes, but
incorporated into a uniquely individual therapeutic plan
specific to this client's needs.
Significance to Nursing
Client education is fundamental to nursing process.
Since client education provides the stimulus for dietary
management in diabetics, this study carries special
significance to nursing. Knowledge of cultural diversity can
aid the nurse in advanced practice in developing the
necessary understanding and competency to respond with
sensitivity to the unique needs of individuals in general,
and to those of ethnic minority persons in particular.
Nursing Practice. This study has implications for
clinical practice for the Family Nurse Practitioner (FNP).
By demonstrating dietary compliance through utilization of
culturally relevant dietary plans, this study will help the
advanced practice nurse to recognize the need to incorporate
culturally relevant methods into individual plans of care.
Culturally sensitive and culturally comprehensive care could
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strengthen the relationship between the FNP and the client.
Such strength may enhance not only dietary compliance but
overall compliance with any treatment regimen.
Nursing education. This comparison of dietary teaching
methods in elderly Southern African-American (ESAA)
diabetics provided new knowledge about the positive aspects
of meeting diverse cultural needs. Nurse educators could use
this data to demonstrate the effectiveness of culturally
sensitive teaching of clients to nursing students at all
levels.
Nursing theory. This study used Leininger's Culture
Care Diversity & Universality Theory as the foundation to
implement culturally sensitive care. Leininger's theory
recognizes how culture impacts many needs. Leininger's
(1978) theory has served as the framework to conduct
research by identifying interrelationships among major
concepts and their impact on health and care. This research
substantiated the value of Leininger's theory and provided a
solid basis for conducting new research on cultural
influences (Leininger, 1978).
Nursing research.

This comparison of dietary teaching

methods for ESAA diabetics was explored to further determine
the cultural implications regarding diabetic diet teaching
among this group of clients. Limited research was found on
the utilization of culturally relevant dietary teaching
methods in elderly AA diabetics. No specific research was
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found to be nursing based. Since nurses are primary sources
of dietary education in rural areas without support
services, research should be conducted within this
discipline. This study sought to provide a stimulus for
nursing research and a foundation to expand or broaden
current knowledge.
Theoretical Framework
Leininger's Culture Care Diversity & Universality
Theory served as the foundation for this research.
Comparisons of dietary teaching methods of ESAA clients were
studied. Several concepts were identified within this theory
with the goal of providing culturally acceptable care.
Caring is identified as the central domain for nursing
knowledge and practice. It includes acts which promote,
support, and assist individuals or groups with obvious or
anticipated needs. Caring serves to improve the human
condition by promoting healthful, productive activities
based on culturally relevant methods. Further it is
fundamental to human development and behaviors that caring
will vary within different cultures (Leininger, 1991).
Patterns can be described as actions related to life
practices, values, beliefs, norms, and information that
represent the whole in understanding the meaning of all
relationships (Leininger, 1988; Sarter, 1988). Examples of
patterns could include daily routine activities, health
behaviors, communication, self-actualization, and coping.
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Patterns are the activities of daily living that individuals
perform in relating to life experiences and the world.
Dietary habits are a type of pattern that is reflected by
blood glucose levels. Patterns are interrelated and
difficult to completely separate while maintaining a view of
the client as a whole. Culture determines personal life
patterns, values, and beliefs mediated through language.
Economics, family, religion, and education influence
culture, thereby affecting health care patterns.
Since caring, culture, and patterns are intricately
joined, it is imperative that health care be culturally
relevant in producing, supporting, sustaining, and
remodeling patterns of care. Cultural care accommodation
refers to those culturally based interventions which assist
the client in adapting to a changing pattern in health or
daily living. Cultural care repatterning involves helping
the client accept such a change by modifying or
restructuring the change in a more culturally acceptable
manner (Leininger, 1985).
Leininger's (1988) perspectives on culture care
diversity and universality provided a useful framework with
which to guide individual care. Leininger contended in her
theory development that culture was the missing link between
nursing knowledge and practice. She found that different
cultures had different expectations and responses to nurses.
Nurse practitioners need to have knowledge of the cultural
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milieu in which an individual functions, in order to
understand the context of the individual presenting problems
(McPhatter, 1991). To provide cultural care to an
individual, language usages, symbols, and meanings must be
understood. "People are born, live, become ill, and die
within a cultural belief system but are dependent upon human
care for growth and survival" (Leininger, 1988, p.155).
Culture must be used as a mirror to assess an adequate
reflection of an individual's health care patterns. Culture
is closely linked with belief systems which affect all
patterns.
Leininger's Culture Care Diversity & Universality
Theory was used as an appropriate framework to compare
culturally sensitive dietary teaching methods of ESAA
clients with standard teaching methods. Leininger's theory
is complex, holistic and comprehensive in nature. The
relevant concepts create a guiding framework to explore and
explain culturally acceptable care in ESAA clients.

Assumptions
The assumptions identified for this study were as
follows:
1. Dietary patterns are influenced by culture.
2. Dietary compliance is a means of controlling blood
glucose levels.
3. Blood glucose levels can be accurately measured.
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Purpose of the. study

The purpose of this study was to compare culturally
relevant diabetic diet teaching with conventional American
Diabetes Association (ADA) diet teaching in ESAA clients.
Statement of the Problem
This study addressed the question: Does the inclusion
of culturally relevant foods in diabetic diet improve blood
glucose levels in ESAAs living in rural Mississippi?
Research Question
The question was as follows: Is there a difference in
blood glucose levels between elderly diabetics who receive
conventional diabetic diet teaching versus those who receive
culturally relevant diet teaching?
Definition of Terms
For the purposes of the study, terms were defined as
follows:
Blood glucose levels:

Theoretical: a byproduct of carbohydrate
metabolism found in the bloodstream.
Operational: the serum glucose level of subjects
as measured by a blood glucose meter at baseline and two
weeks post-diet instruction; levels drawn 2-4 hours
postprandial.
Conventional ADA diet teaching:
Theoretical: instruction involving exchange-based
eucaloric meal patterns in compliance with ADA
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recommendations.
Operational: simplistic instruction in ADA
recommendations with the focus on method of preparation and
serving sizes.
Culturally relevant diabetic diet teaching:
Theoretical: instruction involving foods unique to
a distinct culture in compliance with ADA recommendations.
Operational: simplistic instruction involving
culturally relevant foods in compliance with ADA
recommendations, with the focus on method of preparation and
serving sizes.
Elderly Southern African-Americans:
Theoretical: American individuals of African
ancestry approaching old age and living in the southeastern
United States.
Operational: American individuals of African
ancestry who are 65 years of age or older, have been
identified with NIDDM 3 years or longer, and reside in a
selected rural Mississippi community.
Non-insulin-dependent diabetes mellitus—(NIDDM) :
Theoretical: a chronic disorder of carbohydrate
metabolism in adults in which insulin is produced by the
body but external insulin is sometimes needed to control
hyperglycemia.
Operational: a form of diabetes occurring in
adults with the diagnosis based on fasting blood glucose
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levels > 250mg/dl, controlled by diet alone or in
conjunction with oral hypoglycemic agents, excluding those
with renal failure or other chronic complications.
Summary
Diabetic glucose control difficulties in elderly
minorities such as African-Americans are of a major concern
to many health care providers. Health promotion efforts have
been commonly geared toward the dominant culture of the area
and the health care provider. Inclusion of diverse cultural
populations such as ESAA has not been readily apparent in
the literature.
This chapter sought to establish a relevant research
problem and relate its significance to nursing. By
presenting a theoretical framework strongly based in
cultural care, organization was provided to guide the
research. Assumptions, the purpose of the study, the problem
statement, the research question, and relevant terms were
defined and presented in order to clarify key concepts
within the study.

Chapter II
Review of Literature
This chapter presents a review of literature relevant
to dietary compliance in diabetics. Studies were reflective
of varying aspects of diabetic management, including
metabolic control. Research indicating a correlation between
cultural diversity and diabetic dietary compliance was
extremely limited in nursing literature.
The review of literature yielded limited research on
cultural diversity and diabetic dietary compliance. Two
studies were found on culturally specific diabetic education
in the Mexican-American population. One study addressed the
diabetic needs of Hispanic clients in the inner-city
neighborhood clinics. No studies were found that
specifically addressed ESAA clients. Two studies addressed
barriers to dietary adherence such as situational obstacles,
self-care knowledge deficits, or self-care behaviors, while
two other studies were found specifically targeting the
diabetic diet as the primary problem in diabetes management.
One study emphasized the importance of an intense
educational approach to promote diabetic dietary compliance.
Research was found addressing the relationship between
eating patterns and metabolic control in patients with
13
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NIDDM. A final study addressed weight loss needs of innercity AA women and the relationship of weight to metabolic
control.
Lockwood, Frey, Gladish, and Hiss (1986) conducted a
study to determine the three most difficult problems in
managing and living with diabetes. Eighty primary physicians
in eight Michigan communities were randomly selected for
participation. Nurses and dieticians involved in diabetes
care in these communities were also selected. Seven persons
with diabetes were randomly selected from the practice of
each participating physician.
Each patient was asked to complete a questionnaire
regarding medical history, current diabetes management,
psychosocial adjustment to diabetes, and the identification
of the three most difficult problems they perceived with
diabetes. Standardized diabetes knowledge tests were
completed by each patient. Health professionals were asked
to complete questionnaires concerning their diabetes
practices. Questionnaires included the identification of
difficult problems the professionals perceived among
patients with diabetes management (Lockwood et al., 1986).
Of the questionnaires distributed, responses were
obtained from 115 health care professionals and 428 diabetic
patients. Ages of patients ranged from 16 to 80 with
diabetes categorized as IDDM, NIDDM on insulin, and NIDDM
not on insulin. Race, gender, and socioeconomic status were
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not identified (Lockwood et al., 1986).
Of the major problems identified by patients, more than
half identified the greatest problem as overwhelmingly dietrelated. Problems identified by 62% of the health
professionals stated that diet-related problems were the
most difficult for their patients. On the standardized
knowledge test administered, patient knowledge of diet was
generally low (Lockwood et al., 1986).
A study focusing on the problems perceived with
diabetic diets was conducted by Daschner (1986). This study
involved a content analysis of interviews with 21 subjects
regarding their adherence to prescribed diabetic diets and
the identification of problems perceived. Participants were
members of a diabetic support group that met regularly at a
medical center in a large Ohio city. Of the 21 who agreed to
participate in the study, all were 21 years of age or older.
Participants were in good health, were diagnosed as having
NIDDM or IDDM of at least three months, and were on a
medically prescribed diet. Of the participants, 15 were
women and 6 were men. The mean age was 58.7. Only one
participant was non-white and that race not identified.
Semi-structured, face-to-face, tape-recorded interviews
were conducted to collect the data. The subjects were asked
open-ended questions and questions related to demographic
characteristics. The first question addressed the problems
perceived in adhering to a prescribed diet. Subjects were
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then asked which of the problems was the most difficult.
Daschner (1986) identified a total of 71 problems in
adherence to the medically prescribed diets. These were
divided into five categories: self-discipline, emotions,
events, other persons, and material resources. Selfdiscipline, or will-power, was most frequently mentioned as
a difficult problem.
The findings in Daschner1s study (1986) indicated the
importance of self-discipline, positive emotions,
relationships with significant others, social events, and
material resources in making appropriate adjustments in
eating habits for control of diabetes. Any one of the
problems identified could be associated with lack of
culturally appropriate care.
Campbell et al. (1990) conducted a study on the impact
of an intensive educational approach to dietary change in
NIDDM. In this study, an educational program inclusive of
optimal features to promote compliant behavior was compared
with a conventional program representative of current
Australian practice in diabetes education.
Selection criteria included an age of onset of diabetes
> 30 years, duration of diabetes 3 months or longer,
duration of current treatment 1 month or longer, no
education program attendance within the previous 6 months,
and English speaking. Further criteria included a suboptimal
glycemic control (HbAlc > 9.5%), overweight with a body mass
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index of >. 25 kg/nr, >. 35% total energy intake as fat, and
no major physical or mental disability. Of 350 subjects
selected, 70 met all criteria. A control group was not
incorporated because it was not considered ethical to
postpone intervention (Campbell et al., 1990) .
The conventional program conducted by Campbell et al.
(1990) included topics on what diabetes is, complications,
diet, exercise, and foot care. The program lasted over 3
consecutive days. The intensive program contained both
dietary and podiatry components and was conducted over 11
weeks. This program focused on attempts to help the patient
through steps that lead to action. The simplified diet was
demonstrated by the dietitian, and patients were encouraged
to practice devising realistic diet plans that they felt
able to achieve.
Specific nutrient intakes of both groups were examined.
The group involved in the intensive program exhibited lower
levels in total fat, saturated fat, polyunsaturated fat, and
cholesterol intake. The group involved with the conventional
program exhibited low intakes of total carbohydrates,
complex carbohydrates, and fiber (Campbell et al., 1990).
There was no significant difference in the improvement
in glycemic control at the first follow-up visit, despite
significant differences in dietary intake and total
cholesterol levels. Subsequent visits revealed an equal
improvement in glycemic control in both groups. The study
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did not ascribe success to any individual component such as,
the intensity of the program, its simplified teaching, or
its cognitive approach. This research supported the current
study through recognition of the need for better educational
approaches with diabetic diets.
Engel, Shamoon, Basch, Zonszein, and Wylie-Rosett
(1995) conducted a study to assess the process of healthcare
delivery, diabetes-associated comorbidities and
complications in Hispanic patients at inner-city
neighborhood clinics in New York City. Four clinics in
predominately Hispanic communities in New York City
participated in a diabetes quality assurance chart review.
A standardized chart-audit protocol was used to assess
diagnosis, key physical examination procedures, risk
factors, medication and dietary treatments, laboratory
testing, referral for consultative services, and demographic
characteristics over a 2-year period.
Of the charts reviewed by Engel et al.(1995) , 254 were
identified as Hispanic, 33% male and 67% female. The mean
age was 57.4 years and mean duration of diabetes was 9.2
years. Key aspects of the ADA selected care standards for
patients with diabetes were targeted during the review.
Blood pressure measurements were found in 95% of the
patients' charts. Weight and height measurements were found
in 95% and 78.3% of the charts, respectively. Documentation
of foot examinations were found in on 31% of the charts.
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Serum cholesterol measurements were found in 93% of the
charts and serum triglyceride measurements were present in
only 35% of the charts. Thirty-seven percent of the charts
identified glycohemoglobin levels and electrocardiograms.
Evaluation for proteinuria was found in 63% of charts
reviewed. Severe deficiencies were found in the areas of
history assessment. Smoking history was found in 11% of the
charts, alcohol consumption documented in only 5% of the
charts, and review of home glucose monitoring found in only
8% of the charts.
Findings by Engel et al. (1995) indicated that
inadequate compliance with ADA recommendations was evident
among the ethnic minority clinics. Among physiologic factors
and inadequate physician adherence to care standards,
economic, social, and cultural factors were identified as
deterrents to patient adherence to treatment
recommendations. Cultural and language barriers were
identified as major obstacles in providing health care for
this minority population. Recommendations supported the need
for the current study by emphasizing the need for
development of implementation strategies that are culturally
sensitive.
In a pilot study by Brown and Hanis (1995) , the
feasibility of providing a diabetes patient education and
group-support intervention was specifically designed for the
Mexican-American culture and directed by Mexican-American
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health care professionals. The sample was recruited from a
two blocks area in Rio Grande City, Texas, which was part of
a longitudinal, epidemiologic diabetic study conducted by
Hanis & Barton since 1981. Sampling of one area of the
community attempted to control for potential subject
differences in socioeconomic status.
Seven subjects with diabetes were selected randomly and
asked to participate in the intervention. Subjects were over
35 years of age, were informed by a physician that they had
NIDDM, had been on either insulin or hypoglycemic agents for
at least 1 year, and were willing to participate in a 9-week
intervention including educational and support group
sessions. Each subject was asked to solicit either a family
member or close friend who would participate in the support
sessions (Brown & Hanis, 1995).
A one-group pretest-posttest design was utilized.
Demographic and outcome data were collected at baseline and
3 months after completion of the intervention. Metabolic
control data, consisting of glycosolated hemoglobins and
fasting blood sugar levels, were collected as part of the
ongoing epidemiological study.
The pilot-study intervention consisted of 8 weekly 2hour educational sessions with instruction on nutrition,
blood glucose self-monitoring, exercise, and other diabetes
self-management topics. One 2-hour support group session was
also included. Spanish-language diabetes patient education
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videotapes were used to facilitate group discussion. The
intervention team consisted of a Mexican-American clinical
nurse specialist and a bilingual registered dietitian (Brown
& Hanis, 1995).
Outcome variables included knowledge of diabetes,
health behaviors, weight, and indices of metabolic control.
Knowledge of diabetes was assessed using a knowledge
instrument specifically developed in 1989 for MexicanAmerican subjects with diabetes. Health behaviors were
assessed before, during, and after the intervention with an
instrument specifically designed by the principal
investigator for this pilot study. It included the use of a
specific form in which patients kept a daily record of their
dietary, exercise, medication, and blood glucose monitoring
activities. The form was collected each week at the group
sessions. Self-monitoring of serum glucose was taught during
the fourth week of intervention. Serum glucose monitoring
devices and strips were provided for all patients (Brown &
Hanis, 1995) .
Findings by Brown and Hanis (1995) included
statistically significant improvements in diabetes
knowledge, fasting blood sugar levels, and glycosylated
hemoglobin levels. Although the data were interpreted
cautiously due to the small sample size, the study did
document feasibility of providing an acceptable intervention
in this community.
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Recommendations included the need to investigate the
effect of the intervention on family members who served in
supportive roles. This study enhanced the relevance of the
current study by indicating the need to understand the
effects of culturally relevant strategies. Identifying
potential causal links between effective interventions and
health outcomes is essential for providing health care to
the underserved populations at high risk for diabetesrelated complications.
Another study specific to the Mexican-American culture
was conducted by Elshaw, Young, Saunders, McGurn, and Lopez
(1994) . The purpose of the study was to assess the impact of
a culturally specific, intensive diabetes education program
on dietary patterns and to assess nutrient consumption
relative to the Recommended Dietary Allowances (RDA). The
program targeted for the study was The Diabetes Assessment,
Nursing, Nutrition, and Dental Evaluation (DANNDE) project,
a collaborative health-promotion project of the schools of
nursing, allied health, medicine, dentistry, and South Texas
Geriatric Education Center at the University of Texas Health
Science Center at San Antonio.
The nutrition component of the DANNDE project utilized
a 24-hour dietary recall to measure the impact of an
intensive, culturally-specific diabetes education program on
eating habits and to assess nutrient consumption relative to
the 1989 RDA. It was hypothesized that participation in the
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diabetes education program would bring the dietary choices
of the experimental group closer to the guidelines
recommended by the ADA, while dietary choices of the control
group would remain constant over time (Elshaw et al. , 1994) .
The settings were rural, border towns of Harlingen and
Brownsville, Texas. Participants included 152 MexicanAmerican men and women over 50 years old with NIDDM.
Subjects were recruited via radio messages, posters,
churches, community agencies, and health clinics. All
participants signed a consent form that was read to them in
their preferred language. Two local Mexican-American,
bilingual, registered nurses with nutritional backgrounds
were selected to coordinate the research (Elshaw et al. ,
1994) .
Subjects were randomly assigned to the experimental or
control group. The nutritional intake of each participant
was assessed using a 24-hour dietary recall and other
measures. Subjects in the experimental group attended weekly
2-hour education sessions in groups of 8 to 10 participants
for a total of 8 weeks. Follow-up sessions were conducted at
10 and 14 weeks (Elshaw et al., 1994).
Education sessions consisted of viewing videotapes for
8 to 15 minutes and participating in group discussion for
the remaining time. Videos were culturally sensitive and
appropriate for the population. Topics of discussion
included hypertension, nutrition, foot care, eye care, oral
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health, kidney problems, food choices, and food preparation
techniques (Elshaw et al., 1994).
The primary instrument used was a 24-hour dietary
recall form with a standard script that described the recall
procedures in English and Spanish. Participants were asked
to report the specific kind and quantity of all foods
consumed during the previous 24 hours. Other instruments
included an intake survey, health beliefs questionnaire,
physical assessments, and biochemical measurements (Elshaw
et al., 1994) .
Food items from each 24-hour recall were coded
according to the database, Agriculture Handbook 456. This
database was utilized because of its vast entries of
Mexican-American foods. Statistical analysis was performed
using Statistical Analysis Software (SAS). Paired t-tests
were performed to determine whether a change in body weight
or nutrient intake occurred across time within groups.
Unpaired t-tests were performed to identify differences
between control males and experimental males, and control
females and experimental females (Elshaw et al., 1994).
Paired t-tests indicated that all groups experienced
statistically significant weight loss except for
experimental females. Weight loss between groups was similar
according to unpaired t-tests. The greatest weight loss was
observed in control males, while experimental females lost
the least amount of weight and actually gained weight
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between follow-up visits. Paired t-tests indicated a
significant difference in calorie intake between screening
and follow-up for control males. A trend toward decreased
calorie intake occurred in every group over time (Elshaw et
al., 1994) .
Findings by Elshaw et al. (1994) indicated a mean weight
loss in all groups except the experimental females,
improvement in caloric distribution, and proper protein
intake. The 24-hour dietary recall was thought to be an
appropriate tool because of the low literacy level of the
subjects. The general perception of the researchers was that
group direction for completing the 24-hour recall was a
positive and supportive experience as indicated by
participants.
Elshaw et al. (1994) produced several positive outcomes
educating patients about diabetes complications and the
diabetic diet; however, they were not identified as longterm behavior changes. Recommendations included the need for
intensive, long-term follow-up for more positive, sustained
results and utilization of self-efficacy skills to empower
participants to improve their own health. This study was
relevant for the current study by emphasizing the need for
tailoring of diabetes education to the client's ethnicity,
lifestyle, and socioeconomic background.
Schmidt, Rost, McGill, and Santiago (1994) conducted an
experimental study to examine whether deviations in
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prescribed exchanges or daily eating patterns predicted
greater change in metabolic control in NIDDM patients. Fifty
patients with NIDDM of at least six months duration were
selected for the study. All participants were in a separate
six month study on the effectiveness of glucosidase
inhibitors in NIDDM.
Hemoglobin Alc, ( a variant of Hemoglobin A) , was
determined by an automated, ion-exchange, high performance,
liquid chromatography method. Dietary intake was measured
through use of three 1-day food records compiled by
patients. One weekend day was required for the study.
Dietary data were analyzed in two ways: Nutritionist III
computer software was used to analyze nutrient content;
exchange deviations were calculated using a quantitative
assessment method.
Hemoglobin Alc (HbAlc) levels, height, weight, and blood
chemistries were collected at baseline and at 8 weeks. Food
records were recorded by patients at baseline and one week
prior to the 8-week follow-up visit. Following collection of
baseline dietary data, all patients received instruction
from a registered dietitian on individualized, exchangebased, eucaloric meal patterns in compliance with American
Diabetes Association (ADA) recommendations (Schmidt et al. ,
1994).

Hierarchal linear regression models were used to
examine the change in metabolic control. These models
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reduced the chance of observing a significant relationship
between consistent eating patterns and follow-up HbAlc
levels resulting from random sociodemographic or health
status variables (Schmidt et al., 1994).
Schmidt et al. (1994) reported a daily dietary
consumption of 207 fewer calories and reduced fat intake of
15.lg. An insignificant weight loss of 0.2kg also was
reported. The mean HbAlc level decreased by 0.2%. A mean
exchange deviation score of 43.3% suggested that
approximately half of all prescribed exchanges were added or
deleted daily. A mean eating pattern deviation score of 0.9
indicated that one meal or snack was added or deleted daily.
Further investigation showed breakfast being omitted
approximately every four days. Data obtained in this study
showed consistent meal and snack patterns accounted for 14%
of the variance in changes in metabolic control. Suggestions
for further study included controlled clinical trials
randomizing patients to a dietary intervention with
consistent meal patterns. Another suggestion included
studies emphasizing a relationship between simplistic
dietary education and long-term compliance. Although not
culturally based, this study established a relationship
between consistent dietary eating patterns and metabolic
control, a focus of the current study of a comparison of
dietary teaching methods on blood sugar levels in ESAA
diabetics.
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Anderson, Fitzgerald, and Oh (1993) utilized a
descriptive correlational design to examine the relationship
between patients' attitudes about diabetes, its treatment,
and their self-reported adherence to various aspects of the
diabetes treatment regimen. The first sample consisted of
1054 patients who attended the University of Michigan
diabetes clinic. Because only 419 (40%) of the 1054 patients
returned the survey, the sample was expanded to 1003
patients in nine Michigan communities who were receiving a
monthly diabetes newsletter. Of this group, 823 (82%) of
1003 surveys were returned. A final sample of 1202 patient
surveys was used.
The Anderson study (1993) was conducted using a revised
version of the Diabetes Attitude Scale (DAS). The original
scale measured the attitudes of both health care
professionals and patients. The revised scale included a
rewording of 41 of the original 50 statements to include
less technical language and measured only patient attitudes.
Each respondent indicated a degree of agreement, ranging
from strongly agree through neutrality to strongly disagree,
using a 5-point Likert-type scale. Seven factors or
subscales were identified representing patient attitudes
toward (1) the need for special training for health care
professionals who treat diabetes, (2) the importance of
patient compliance with medical advice, (3) the seriousness
of NIDDM, (4) the importance of blood glucose control in
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reducing diabetic complications, (5) the impact of diabetes
on patients' lives, (6) the role of patient autonomy, and
(7) the importance of a team approach to diabetes care.
Even though the survey questionnaire asked the patients
to indicate whether they had insulin-dependent diabetes
mellitus (IDDM) or NIDDM and included a brief explanation of
each type, a preliminary analysis of the data indicated the
need to apply the Davis formula for classifying the
patients' types of diabetes. Demographic differences by type
of diabetes were determined by chi-square analyses for
nominal- and ordinal-scaled variables, and by analysis of
variance for interval-scaled variables (Anderson et al. ,
1993) .
Patients were placed in the high- or low-adherence
groups for each subscale based on (1) their response in
reporting on 10 self-care behaviors, (2) whether the selfcare behavior had been recommended by a health care
professional, and (3) whether the patient was using insulin.
Differences in the seven subscales between the high- and
low-adherence groups were determined by student t-tests with
a p < .01 (Anderson et al., 1993).
Findings by Anderson et al. (1993) indicated that
patients who report high levels of adherence had more
positive attitudes toward diabetes, had a better
understanding of diabetes, and had better overall health
than those in the low adherence group. Recommendations
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included studies in the use of self-reported adherence to
better understand what having and treating diabetes means to
different populations. Anderson's research was helpful for
the current study by emphasizing the positive/negative
relationships between patient attitudes toward diabetes, its
treatment, and their degree of adherence to the treatment
regimen.
Another barrier to dietary adherence was found in a
descriptive study by Schlundt, Rea, Kline, and Pichert
(1994). Their focus was to identify major situational
obstacles that diabetic adults face when trying to adhere to
therapeutic diets. The sample consisted of twenty-six adults
with diabetes: 12 with IDDM and 14 with NIDDM. Subjects were
recruited from an outpatient diabetes clinic and were asked
to participate in an interview either before or after their
scheduled appointments. Gender demographics included 10 men
and 16 women with a mean age of 45; 6 were black and twenty
were white. Mean duration of diabetes was 9 years with a
range from 2 months to 25 years. Mean body mass index was
28.3 with a range from 20 to 46.
Instrumentation included a 45- to 60-minute structured
interview conducted by one of two research assistants.
Assistants were taught how to conduct the interview in a 2hour training session. Informed consent was obtained and
interviews were recorded. During the interview, the
assistant asked a series of straightforward questions
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regarding demographics, the individual's particular
nutrition plan, dietary adherence, and thoughts/feelings
about the diet. Subjects were asked to list specific
examples that made dietary adherence difficult and give
specific data such as time, place, situation, feelings, and
triggering events. Standardized prompts were used by the
interviewer if the subject had difficulty in identifying
such situations (Schlundt et al., 1994).
Transcriptions were reviewed by two investigators
separately. After redundant or vague responses were
eliminated, a final set of 69 situations was identified.
Situational descriptions were edited to a format of 3 to 6
sentences and a sixth-grade or lower readability level in
order to be useful to a larger population. The descriptions
were converted into clusters or groups using situational
taxonomy methods. Two investigators, other than those who
initially reviewed the transcripts, judged the 69 situations
for the presence or absence of 32 environmental features
using a reliable coding system. The mean interrater
agreement was 90% across the 32 features. Once the two
coders' ratings were combined, a sum was used for subsequent
analyses. Scoring consisted of a zero, representing
agreement that a feature was absent; one, indicating a
difference in agreement, and; two, indicating mutual
agreement that a feature was present. The numbers were
subsequently transformed into standardized z scores.
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Following this, a squared Euclidean distance matrix was
computed. A hierarchical cluster analysis was carried out
utilizing Ward's method to maximize the between-cluster
variance. To further enhance the analysis, a decision rule
under which clusters would have greater than 2 items and
less than 10 was used. Clusters were subsequently named
according to their profile of attributes (Schlundt et al. ,
1994).
As a result of the structured interviews and subsequent
hierarchical cluster analysis, 12 relatively homogenous
clusters were identified. Clusters were identified as
follows: negative emotions, resisting temptation, eating
out, feeling deprived, time pressure, tempted to relapse,
planning, competing priorities, social events, family
support, food refusal, and friends' support. The results of
this study were thought to have important practical
implications because the clusters provided a systematically
developed assessment guide to problem situations.
Recommendations for future research included a need for a
larger, more diverse subject sample to determine how well
the obstacles to adherence correlate across different
geographic and ethnic groups. Further recommendations
included the development of an empirical classification
model of dietary adherence obstacles to be used in
developing specific diagnostic and intervention tools. This
study gave credence to the current study by emphasizing the
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existence of numerous situational obstacles such as
thoughts/fee1ings that may affect a client's adherence to a
diabetic diet (Schlundt et al., 1994).
A study concerned with lifestyle changes of inner-city
AA women with NIDDM was conducted by McNabb, Quinn, & Rosing
(1993). The purpose of the study was to develop and pilottest PATHWAYS, a behavior-oriented, small group program
targeted for this population.
Two hypotheses were identified: (1) at the conclusion
of the intervention, subjects would demonstrate significant
weight loss and would have maintained that weight loss at
least 1 year follow-up; (2) metabolic control would be
significantly improved at posttreatment and maintained at 1year follow-up (McNabb et al., 1993).
This experimental pilot study utilized a convenience
sample of 10 inner-city black women with NIDDM of at least 3
years. Thirteen women originally agreed to participate, 3
dropped out during the sessions because of work conflicts.
Subjects were recruited from among women attending an
endocrinology clinic in a large urban medical center.
Selection criteria included a primary diagnosis of NIDDM, a
minimum 3-month history of treatment, weight at least 120%
of ideal body weight, and physician approval for low-impact
exercise. The mean age in the experimental group was 57 with
a baseline weight average of the group at 175-s of ideal body
weight. A comparison group of 10 inner-city AA women with

34

NIDDM was randomly selected from clinic patients receiving
individual nutrition counseling. The mean age of the
comparison group was 62 with the baseline weight average of
the group at 168% (McNabb et al., 1993).
After baseline data collection, experimental group
subjects attended 12 weekly sessions followed by 6 weekly
reinforcement sessions. Sessions were specifically designed
for this population and program materials were reviewed by
local minority health care professionals to ensure
applicability. Reading level analyses ensured materials were
at or below an eighth-grade reading level. Adult learning
principles with stimulus control techniques, cognitive
modification, and self-monitoring were the foundation for
instruction. Group discussion and goal setting encouraged
active involvement. Dietary changes were gradually
introduced. A 20-page food guide specifically developed for
the program provided participants with a source of
information on common foods such a greens, salt pork, ham
hocks, and other ethnic and regional dishes. The program
encouraged a regular exercise program of walking 20 to 30
minutes three times weekly (McNabb et al. , 1993) .
At baseline, completion of the 18-week program, and 1year follow-up, nonfasting blood samples were drawn and
weights were recorded. Total glycated hemoglobin values were
determined using a thiobarbituric acid method, with 5.16-s
being the upper limit of normal. The Wilcoxon signed ranks
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tsst was used to test within group differences in weight and
total glycated hemoglobin values with a p < .05. The MannWhitney test was used to test between-group differences
(McNabb et al. , 1993) .
McNabb et al. (1993) noted significant changes in
weight and body mass index in the experimental group. At
baseline, weight for the 10 women averaged 205.7 lb (93.3
kg). At the conclusion of the 18-week program, participants'
weight averaged 196.6 lb (89.2 kg) and at 1-year follow-up,
weight average was 195.9 lb (88.8 kg). Overall, the average
weight loss of 9.8 lb (4.4 kg) was statistically significant
(p < .008) . Mean body mass index at baseline was 35.6 with a
significantly lower index of 33.9 at 1-year follow-up
(p < .008) . A significant difference (p < .001) was noted in
the comparison group with an average gain of 3 lb (1.4 kg) .
Mean total glycated hemoglobin values for the
experimental group were 12.8% at baseline and 10.2% at 18weeks, indicating a significant decrease (p < .001). This
improvement was short-term because values returned to
baseline level at the 1-year follow-up. Reasons proposed for
the increase included straying from the isocaloric intake
maintained during the 18-week program.
Results of this study (McNabb et al., 1993) supported
the value of the PATHWAYS program in maintaining good
pjjicipation of inner-city AA women and in achieving weight
loss. The average weight loss of 9.0 lb at the end of 18-
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weeks and the 9.8 lb weight loss maintained for 1 year
represented significant achievement for this minority
diabetic population who are generally not considered to be
successful in weight loss programs. Behavior changes brought
about in gradual increments were thought to promote
independent behavior and personal empowerment.
Recommendations included studies with larger samples and a
control group to improve generalizability of the results.
Although the primary focus of this study was examining
weight loss in AA women with NIDDM, the dietary objectives
enhanced the value of the current study by addressing the
need to include customary ethnic and regional dishes and
minimize dietary changes.
Summary
Review of the literature revealed few studies
specifically related to diabetic dietary compliance and
metabolic control. Schmidt et al. (1994) contributed
understanding of the relationship between changes in eating
patterns and fluctuations in metabolic control in NIDDM
patients. Although the study did not impact on cultural

diversity with eating patterns, emphasis on the relationship
between consistent meal and snack patterns and proper
metabolic control established a correlation to dietary
adherence. Anderson et al.(1993) examined factors such as
patients' attitudes regarding the disease process of
diabetes, the treatment regimen, and their impact on self-
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reported adherence. This study enhanced the importance of
understanding different populations and how attitudes are
affected by cultural diversity. Schlundt et al. (1994)
identified situational obstacles associated with adult
diabetics' dietary adherence. Among their recommendations,
cultural relevance in minority populations was stressed as a
tool for future research. Lifestyle changes in inner-city AA
diabetic women were the focus of the study by McNabb et al.
(1993). Although the program targeted a number of behavioral
objectives, a key element within the dietary regimen was
inclusion of proper dietary education on common foods unique
to minority populations.
In summary, few studies were found to establish a
relationship between dietary compliance and metabolic
control. The specific impact of cultural dietary patterns on
diabetes and explicitly, on blood glucose levels in ESAA
clients, was not found.

Chapter III
The Method
The population of concern for this study was elderly
Southern African-American (ESAA) clients living in rural
Yazoo County, Mississippi. The research method included a
chart review, personal interview, diet instruction, and
blood glucose levels drawn as baselines and again two weeks
post instruction. In Chapter III a complete discussion of
the methodology was done.
Design of the Study
The purpose of this study was to determine whether
including culturally relevant foods in the dietary teaching
of non-insulin-dependent-diabetes mellitus (NIDDM) diabetics
who are ESAA increases compliance as evidenced by a more
acceptable blood glucose level. The research design used in
this study was quasi-experimental. The demographic data/diet
history form provided information useful for development of
the lesson plans. The data collected were used to
incorporate culturally relevant factors into the
implementation of individual plans of care. Diet instruction
was conducted in the clients' homes with one-on-one
instruction and use of visual aids. This approach served to
enhance the instruction and encourage cooperation.
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Variables
The independent variables and variables of interest
were ESAA clients' blood glucose levels at baseline and
post-intervention. Since this research had a quasiexperimental design, no manipulation of the independent
variables was attempted. Controlled variables included the
client's age, length of illness, ethnicity, and medication
regimen if applicable. Intervening variables included
client's/diet preparer's interest in participation in the
study, client's physical and mental status, educational
preparation, and socioeconomic status.
Setting and Sampling of
the Population
The setting for this study was rural Yazoo County in
Mississippi. A primary care clinic with one attending
physician was utilized in the community. The target
population was ESAA clients with NIDDM. The clinic was
chosen based on the large number of ESAA clients with NIDDM
and the supportive nature of the staff. Clinic staff were
given a list of eligibility criteria and asked to write
names of individuals who met all criteria. Eligibility
criteria included that the client be 65 years of age or
older, of African-American descent and have a primary
diagnosis of NIDDM of 3 years or longer. Clients with
coexisting diagnoses affecting carbohydrate, fat, and
protein balance were excluded from the study. Clients with
NIDDM maintained on an insulin regimen were also omitted.
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The sample of convenience was achieved by the random
drawing of all eligible clients' names from a container.
Every other name was placed in the experimental group. The
remaining names were placed in a control group. Telephone
interviews were conducted in which the research study was
explained and participation was requested. A final sample of
20 eligible participating clients made up the two groups.
Limitations
Several limitations existed for this study. The study
was limited by the small sample (N = 20) . A larger sample
would have allowed for a more complete cross-section of the
population. The non-random sample size and utilization of
one specific ethnic group made generalization impossible.
Unequal representation of males to females existed and all
were under the care of one physician. Further limitations
included a possible Hawthorne effect. ESAA clients and diet
preparers may have been affected by the presence of the
researcher and responded in a way perceived as favorable to
the demographic data/diet history form. Meal preparation
and dietary intake may have been altered only for the
duration of the study. Random blood glucose levels were
indicative only of that day's dietary intake. A pilot study
to determine clarity and understanding of lesson plans and
demoqraphic data/diet history form was not conducted nor
were Hemoglobin Aic levels utilized due to time constraints.
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Data Collection
Permission to conduct the study was obtained from
Mississippi University for Women's Committee on Use of Human
Subjects in Experimentation (see Appendix A) . A telephone
call made to the attending physician at the primary care
site sought initial consent for involvement in the study. A
follow-up site visit was made within 7-14 days to further
discuss the research study and seek consent for chart
review. Written consent from the attending physician was
obtained during this visit (see Appendix B). Clinic staff
were informed of the research study and agreed to compile a
list of clients meeting eligibility criteria. A complete
list of eligible clients was completed within one week. Upon
return to the primary care clinic, the listing was utilized
in conducting a chart review to confirm clients met
eligibility criteria. Two clients were removed from the
listing because of discrepancies in length of illness. All
remaining names were placed in a container for random
drawings with every other name placed in the experimental
group. Twenty-eight names were drawn with 14 in each group.
Telephone interviews were conducted to explain the
research study and elicit participation. Eight individuals
declined participation. The final sample consisted of twenty
subjects, ten in both the control and experimental groups.
Interviews were scheduled for the following week. Clients
were given a choice for location of the interview site,
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either at their home or the primary care site. All clients
requested interviews be conducted in their homes. Specific
directions to the individual homes were obtained. A mutual
date and time for each interview was set. Appointments were
arranged 2-4 hours postprandial and allowed 1-1.5 hours
for each client. Clients were instructed to maintain their
routine diet intake prior to interview because a baseline
blood glucose level would be drawn during this appointment.
Clients were asked to notify researcher if appointment
became inconvenient so rescheduling could be done.
Interviews began with the purpose of the research study and
an assurance of anonymity. Oral and written consent was
obtained (see Appendix C). Baseline blood glucose levels
were drawn at this time. Because of simplistic design of
tools, researcher assistance was not required for completion
of demographic/diet history forms (see Appendix D) .
Diet instruction began one week post interview. Times
for instruction were arranged during initial interview.
Instruction consisted of introduction of visual aids and
simplistic language. Client feedback was required to ensure
understanding. Visual aids included large print reference
materials on recommended serving sizes and methods of
preparation (see Appendices E & F). Food examples were
representative of the six food groups with emphasis on ADA
recommended exchanges. Although caloric intake was not the
focus of this study, the anticipated number and sizes of
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servings were compared to an 1800-calorie diet. Food
replicas were utilized for visual enhancement and accuracy.
The experimental group was given instructions on utilizing
cultural foods properly within ADA guidelines (see Appendix
G). The control group was given instruction on basic ADA
recommendations without regard to cultural preferences (see
Appendix H). The experimental group was given a handout on
recipe and cooking modifications (see Appendix I). The
control group received an Eating Healthy Foods pamphlet.
Arrangements were made during the initial interview to
include the preparer of meals in diet instruction. Blood
glucose levels were drawn two weeks after diet instruction.
Clients were again instructed to follow their current diet
pattern. Consistency in blood collection at 2 - 4 hours
postprandial was maintained for each participant.
Instrumentation
Instruments utilized for this study included a batteryoperated blood glucose meter (AMES Glucometer 3) and lesson
plans on conventional and cultural diabetic diets.
Glucometer sensitivity was assessed prior to each blood
collection by checking normal controls. The same glucose
meter was utilized for all participants. A separate,
disposable lancet was used for each collection with aseptic
technigue and universal precautions maintained. Lesson plans
were simplistic in design and incorporated use of visual
adds. A researcher designed demographic data/diet history
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form was utilized during the initial interview. This form
provided information necessary for individualization of
lesson plans. Because of the simplistic format of the tools,
validity was assumed within the limits of this study.
Data Analysis
Analysis of collected data involved the performance of
one tailed t-tests for independent samples. Level of
significance of .05 was set. Utilization of this type of
analysis was appropriate for the study in order to identify
the differences in blood glucose levels based on different
diet instruction methods. Descriptive statistical methods,
including measures of central tendency, were utilized to
assess demographic/diet history characteristics.
Summary
This chapter sought to describe the method used to
assess dietary compliance as evidenced by post-prandial
blood glucose levels in ESAA clients with NIDDM instructed
in either culturally sensitive or conventional diabetic
diets. The research method, including sampling techniques,
data collection, and data analysis was presented. The
research design, variables, limitations, and instruments
were also discussed.

Chapter IV
The Findings

A quasi-experimental two-group study was undertaken to
determine if there was a difference in blood glucose levels
between elderly Southern African-American (ESAA) diabetics
who received conventional American Diabetic Association
(ADA) diet teaching and those who received culturally
relevant diet teaching. The goal of the study was to
determine whether including culturally relevant foods in the
dietary teaching of non-insulin-dependent diabetes mellitus
(NIDDM) diabetics who are ESAAs increased compliance as
evidenced by a lower blood glucose level two weeks postintervention .
Description of the Sample
The setting for this study was in rural Yazoo County in
Mississippi. Clinic staff compiled a list of clients meeting
the following eligibility criteria: 65 years of age or
older, African ancestry, diagnosis of NIDDM 3 years or
longer, and therapeutic regimen inclusive of oral
hypoglycemic agents and/or diet. Thirty names originally
comprised the list. Following a chart review to confirm
eligibility criteria, two names were removed because of
45
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discrepancies in length of illness. Random drawings were
conducted from the remaining twenty-eight names with every
other name placed in the experimental group. Following
telephone interviews, eight individuals declined
participation. A final sample consisted of twenty subjects
ten clients in both the control and experimental groups.
Demographic data were analyzed using descriptive
techniques. Variable characteristics were delineated
according to control or experimental group. These data are
presented in Tables 1, and 2.
Results of Data Analysis
The research question for this study was as follows:
"Is there a difference in blood glucose levels between ESAA
diabetics who receive conventional diabetic diet teaching
versus those who receive culturally relevant diet teaching?"
Demographic and diet history characteristics were determined
by a researcher designed Demographic Data/Diet History form.
Baseline and post -intervention blood glucose levels were
determined by a battery-operated blood glucose meter (AMES
Glucometer 3), 2-4 hours postprandial.
Blood glucose levels were analyzed using inferential
statistical methods. T-tests were conducted between groups
for the differences in mean for baseline and postintervention glucose levels and for the mean difference of
the two groups

post-intervention.

in Tables 3 and 4.

These data are presented
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Table 1
Demographic—Characteristics of Control and Experimental
Groups

Variable

Control
(n = 10)
F
%

Mean age
Gender
Male
Female

Experimental
(n = 10)
F
%

77.1

69 . 7

4
6

40%
60%

3
7

30%
70%

10
0
0

100%

5
4
1

50%
40%
10%

Years with Diabetes
3 - 4 years
5 - 6 years
7 - 8 years
9 - 1 0 years
> 10 years

2
0
3
0
5

20%

1
3
2
3
1

10%
30%
20%
30%
10%

Number of People Eating
in Home
One
2 - 3
4 - 5
> 5

2
6
2
0

20%
60%
20%

2
3
3
1

20%
30%
30%
10%

0
10

100%

Educational level
Elementary school
Some high school
High school/GED

Receive insulin shots
Yes
No

30%
50%

0
10

100%

Take oral hypoglycemic agents
10
Yes
0
No

100%

History of renal failure
Yes
No

0
10

100%

10
0
0
10

100%

100%

Note. Percentages do not total 100 because of missing data.
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Table 2
Dietary Characteristics of Control and Experimental Groups
Control
(n = 10)
F
%

Variable
Prepare own food
Yes
No

3
7

Meat preparation method
(more than one answer)
Fry
Bake
Broil
Boil

0
6
0
4

Vegetable Seasoning Method
(more than one answer)
Butter/Margarine
Oil/Shortening
Ham Hocks
Fatback

3
0
4
4

Meat preference
(more than one answer)
Chicken
Fish
Beef
Processed meats
Number of meat servings/day
1

-

2

3 - 4
Do you eat snacks?
Yes
No
Number of snack servings/day
1

-

2

3 - 4

Experimental
(n = 10)
F
%

30%
70%

7
3

70%
30%

60%

3
2
2
5

30%
20%
20%
50%

40%
40%

1
1
7
4

10%
10%
70%
40%

4
1
4
1

40%
10%
40%
10%

6
1
3
1

60%
10%
30%
10%

9
1

90%
10%

7
3

70%
30%

6
4

60%
40%

9
1

90%
10%

5
0

50%

9
0

90%

40%

30%
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Table 2 continued
Dietary—Characteristics—of Control and Experimental Groups

Variable

Control
(n = 10)
o
F
0

Experimental
(n = 10)
o
o
F

Do you eat sweets?
Yes
No

7
3

70%
30%

8
2

80%
20%

Number of sweet servings/day
1 - 2
3 - 4

7
0

70%

8
1

80%
10%

Number of times eating/day
1 - 2
3 - 4

0
10

100%

2
8

20%
80%

Purchase own food?
Yes
No

3
7

30%
70%

6
4

60%
40%

Other food purchasers
Family member
Neighbor

5
1

50%
10%

4
0

40%

Prior diabetic diet teaching?
Yes
No

9
1

90%
10%

7
3

70%
30%

Person explaining diet
Dietitian
Nurse
Doctor

0
4
5

40%
50%

0
3
5

30%
50%

4
5

40%
50%

1
7

10%
70%

0
10

100%

0
10

100%

Time span since diet taught
1 - 2 years
> 2 years
Soul Foods Mentioned
Yes
No

Note. Percentages do not total 100 because of missing data.
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Table 3
ornparison o f Mean G l u c o s e L e v e l s B e t w e e n G r o u p s R e f o r e And A f t e r
joai-h-ina I n t e r v e n t i o n

M

SD

n

E

Pre-Teaching L e v e l s
Experimental

238.4

88.34

10

0 . 031

Control

159 . 3

60 . 94

10

0 . 033

Experimental

187 . 9

65. 53

10

0.281

Control

157 .7

55 .45

10

0 .281

•2.331*

Post-Teaching L e v e l s
•1.113

P < .05.

Table 4

Comparison o f Mean D i f f e r e n c e s B e t w e e n Groups—of—Baseline—and—Post Intervention Glucose Levels

M
Experimental
Control

* E < .05.

SD

n

p

50.5

48.95

10

°"01^3

1• 6

10.04

10

0.006

Q95^
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These findings revealed that prior to teaching, the
experimental group had a significantly higher blood glucose
level than the control group. Findings also indicated a
significant reduction in the mean differences of the postintervention glucose levels in the experimental group.
Additional Findings
An analysis of variance (ANOVA) was performed for the
differences between the groups post-intervention. These data
are presented in Table 6.
Table 6
Analysis of Variance of Differences Between the Groups PostIntervention

Source

SS

df

MS

F

p

9.58

0.006*

Between Groups

11956.05

1

11956.05

Within Groups

22470.90

18

1248.38

Total

34426.95

19

Note. F (1,18) = 4.41, p < .05.
The inferential statistics with the use of the ANOVA
indicated differences in the teaching methods resulted in
significantly lower levels of glucose reduction. This served
to strengthen the research findings that the cultural
teaching group had a significant reduction in mean glucose
level. A Chi-Square analysis was performed to determine
significance of prior teaching between the groups. Findings
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were as follows: X2(1, N = 20) = 1.250, p < 0.264 (see
Appendix J ) . This indicated the two groups were independent
and did not differ in terms of prior teaching. Both groups
were expected to react the same to the teaching methods. The
differences in post-intervention glucose levels of the
experimental group were attributable to the differences in
teaching. The only difference was the teaching method.
Summary
This chapter sought to describe the sample of
participants used in the current study and explain the
inferential and descriptive statistical methods utilized in
answering the research question: " Is there a difference in
blood glucose levels between elderly diabetics who received
conventional diabetic diet teaching versus those who
received culturally relevant diet teaching?" Tables were
utilized to enhance clarity of discussion.

Chapter V
The Outcomes
Mississippi has a well documented health problem with
at least 164,000 people estimated to have diabetes. As the
population of the state ages, more diabetics will be
diagnosed with the disease. Currently, a disproportionate
number (60%) of these individuals diagnosed are of AfricanAmerican descent, and over half of those are 65 or older,
according to the Centers for Disease Control (1991). The
majority of individuals with non-insulin-dependent-diabetes
mellitus (NIDDM) can be controlled by diet alone. Therefore,
this study sought to answer the research question: "Is there
a difference in blood glucose levels between elderly
diabetics who receive conventional diabetic diet teaching
versus those who receive culturally relevant diet teaching?"
The comparison of dietary teaching methods was
approached by obtaining postprandial blood glucose levels
at baseline and two weeks post-intervention. Blood glucose
levels drawn were reflective of that day's intake and
provided data for inferential statistics comparing
diferences between the groups. The intervention involved
one-on-one diet instruction in simplistic terms and use of
visual aids. The control group received instruction in
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conventional American Diabetes Association (ADA)
recommendations while the experimental group receive similar
instruction with emphasis on culturally relevant foods. The
study was guided by Leininger's Culture Care Diversity and
Universality Theory.

Summary of Significant Findings
The t-test was utilized to measure mean differences in
blood glucose levels. An a = .05 with a t = -3.095 indicated
that there was a significant reduction in the mean
differences of the post-intervention glucose levels in the
experimental group.
In order to ascertain that the mean differences were
related to the teaching method, an ANOVA and Chi-Square were
performed on the data. An F = 4.41 indicated statistically
significant lower levels of glucose reduction were
attributable to differences in the teaching methods. In the
subsequent Chi-Square analysis, a X2 = 1.250 was determined.
This indicated no significant difference in group means
existed between the two groups after intervention. This
indicated the significant reduction in the post-intervention
glucose levels of the experimental group was attributable to
the teaching method as the control group remained virtually
constant for their baseline and post-intervention blood
glucose levels.
Discussion
Statistical findings indicated a significant reduction
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in post-intervention glucose levels of the experimental
group. The statistics indicated that the teaching method was
the factor in the variance of the means. Since the
experimental group received the culturally relevant teaching
method, this finding further enhanced the validity of the
current study.
Demographic data of the sample also was investigated.
It was the researcher's impression that a fixed income, low
education preparation, and number of individuals in a
household tended to influence food selections and method of
preparation. While not significant, those individuals with
the greatest autonomy in shopping and cooking made food
selections which fit the diabetic diet.
The choice of boiling to prepare meats was found in 45%
of this sample. Participants would state, " They told me
frying was bad for me." This suggested past learning in
dietary instruction or perhaps an increased awareness of the
importance of fat reduction in their diets. Participants
also reported seasoning their vegetables with ham hocks
(55%) or fatback (40%). While hamhocks are basically lean,
the high sodium content of both hamhocks and fatback
indicated the need for additional teaching.
A high percentage (75%) of subjects ate snacks. The
quantity and guality of snacks were unknown. Seventy-five
percent of the sample also indicated the daily ingestion of
sweets. While the current recommendations allow for a modest

56

amount of sugar intake, quantity and quality of carbohydrate
intake need to be addressed. This may have been caused by a
life pattern

which Leininger refers to in her theory.

Another reason may have been an inactive lifestyle often
associated with retirement.
History of prior diet teaching was indicated by 85% of
the population. While this is encouraging, 59% of those
indicated being taught by doctors and only 41% identified
teaching by nurses. None indicated receiving specific
instruction from dietitians. This finding emphasized the
need for the family nurse practitioner (FNP) to provide in
depth dietary counselling for diabetic clients.
Several prior studies support the findings of the
current study. Engel et al . (1995) indicated cultural and
language barriers as being major obstacles in providing
health care for minority populations. Recommendations within
this study emphasized the need for culturally sensitive
teaching strategies. Brown and Hanis (1995) indicated the
need to understand the effects of culturally relevant
strategies and identify correlations between effective
interventions and health outcomes. Similar to the current
study, data were interpreted cautiously due to the small
sample size. The Elshaw et al. (1994) study emphasized the
need for tailoring diabetes education to the client's
ethnicity, lifestyle, and socioeconomic background. These
key elements were also found within the current study.
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One study which refuted the current study was by
Campbell et al . (1990) . In this study, no significant
difference was found in the improvement in glycemic control
after 11 weeks of teaching, despite significant differences
in dietary intake. Further analysis, however, revealed equal
improvement in glycemic control on subsequent visits for
both groups.
Theoretical Framework
The findings from this study support Leininger's (1978)
Culture Care Diversity & Universality Theory as an
appropriate framework for the comparison of culturally
sensitive dietary teaching methods of ESAA diabetics with
standard teaching methods. Concepts relevant to this theory
created a framework with which to explore and explain
culturally acceptable care. While proposing different
cultures had different expectations and responses to nurses,
Leininger contended in her theory development that culture
was the missing link between nursing knowledge and practice.
The current study supported the theory through
integration of caring, culture, and patterns. Through
cultural care accommodation and repatterning, the clients m
the experimental group were assisted in adapting to major
health care changes in a culturally acceptable manner. As
Leininger predicted, provision of cultural care involved
understanding the individuals, language differences,
symbols, and meanings unique to the specific population
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addressed. Leininger predicted that culture impacts on many
dimensions of health needs. The current research
substantiated the value of Leininger1s theory and provided a
stimulus for conducting future research.
Conclusions
The researcher determined that while the inclusion of
culturally relevant diet materials resulted in a
statistically significant reduction in blood glucose levels,
other factors may also have contributed to the results.
Demographic factors such as age and educational preparation
were suggestive of a poor socioeconomic status. Limited
income may have been a major factor in affecting food
purchases.
The researcher concluded that postprandial blood
glucose levels were suggestive, yet inconclusive concerning
dietary compliance, since they were indicative of only that
day's dietary intake. This supported findings by Campbell et
al. (1990), Engel et al. (1995), Brown and Hanis (1995),
Schmidt et al.(1994), and McNabb et al. (1993) in which
glycosolated hemoglobins were indicated as primary
indicators of long-term dietary compliance.
Implications for Nursing—Practice
and Research
This study has implications for nursing practice,
nursing education, nursing theory, and nursing research.
Nursing practice. The results of the study indicate a
relationship between dietary compliance and culturally
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relevant teaching methods. Family Nurse Practitioners (FNPs)
could utilize these findings to assess dietary habits of
culturally diverse clients. FNPs also could incorporate
culturally relevant teaching methods into his/her practice.
Additionally, FNPs could develop culturally relevant
diabetic diet materials that could be used to enhance
compliance to dietary regimens.
Nursing education. Findings from the current study
could be utilized to stimulate nurse educators to include
diverse cultural assessments and needs into teaching plans.
By integrating cultural diversity within a nursing
curriculum, nursing students at all levels could recognize
the individual needs of clients using a culturally based
approach.
Nursing theory. The current study added validity to the
use of Leininger's Culture Care Diversity & Universality
Theory through recognition of how culture impacts specific
health needs. Additionally, this study may stimulate further
utilization of the theory in research concerning dietary
regimen.
Nursing research. Since no specific cultural dietary
intervention research was found to be nursing based, the
findings of the current study provided a baseline for future
nursing research endeavors. With the resurgence of advanced
practice nurses into rural areas isolated from traditional
support services, nursing research concerning dietary
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regimens should be explored.
Recommendations for Furthpr RtnHy
The following recommendations were based on the results
of the current study and the limitations identified:
Research
1. Replication of the study with a larger sample
utilizing different ethnic minority groups.
2. Replication of the study utilizing different
geographical areas and different health care providers.
3. Replication of the study utilizing a longer data
collection timeline and glycosolated hemoglobin levels as
determinants of long-term dietary compliance.
4. Conduction of a study comparing the impact of
culturally relevant diabetic teaching methods on dietary
compliance and blood glucose levels of insulin-dependent diabetes-mellitus (IDDM) clients and NIDDM clients managed
with insulin.
Summary
Presented in Chapter V was a discussion of this
comparison of dietary teaching methods on blood sugar levels
in ESAA diabetics in rural Mississippi. A summary of
significant findings followed by a discussion inclusive of
demographical characteristics and relevant studies was also
presented. The discussion provided support for Leininger1 s
Culture Care Diversity & Universality Theory as an
appropriate framework for conducting the study. Conclusions
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of the researcher regarding the findings, implications for
nursing practice and research, and recommendations for
further study concluded the chapter.
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APPENDIX B
PHYSICIAN'S MEMORANDUM OF AGREEMENT
CONCERNING RESEARCH STUDY

APPENDIX B
Physician s Memorandum of Agreement Concerning
Research Study
Title of Study:
A Comparison of Dietary Teaching Methods on Blood Sugar
Levels in Elderly African-American Diabetics
Name of Agency:

Study discussed with and explained to:

Involvement in study will consist of:
1. Consent to review charts of patients who meet eligibility
criteria .
2. Communication regarding patients as indicated.
The purpose of this study has been explained. I
understand that all information will be kept confidential.

Date

Attending Physician

Researcher
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APPENDIX C
STATEMENT OF INFORMED CONSENT

APPENDIX C
Statement of Informed Consent

^'

have been

given information regarding the research study conducted by
Susan Fletcher, a graduat nursing student at Mississippi
University for Women. I understand that after I fill out a
demographic data/diet history form today, a blood test
(finger-stick) will be done to look at my blood sugar. In 1
week,

I will be taught how to cook my meals correctly, how

to measure serving sizes, and what foods are better for me.
I will then have another blood sugar test 2 weeks after the
lesson.

I voluntarily agree to participate in this study,

understanding that I will not be identified by name or
description. I further understand I may withdraw from the
study at any time.

Date

Signature

Researcher
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APPENDIX D
DEMOGRAPHIC DATA/DIET HISTORY FORM

APPENDIX D
Demographic Data/Diet History Form
ID#
1. Male
Female
2. Age
What was the last grade of school you completed?
elementary school
some high school
high school/GED
technical school
some college
college graduate
How long have you had diabetes (sugar)?
3 - 4 y e a r s
5 - 6 y e a r s
7 - 8 y e a r s
9 - 1 0 years
> 10 years
. Do you cook your own food?
yes
no
If you cook your own food, how do you prepare it?
Meats:

fry

bake

Vegetables seasoned with :

broil

boil_

^ter/margarine.
ham hocks
f atback
spices_
salt

7 . What kind of meat do you eat most?

chicken
fish
beef
pork
turkey
.
^ hnlnana, etc.)
processedurieats (hotdogs, spam, bo g
68
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7. How many servings in a day?
none
1

-

2

3 - 4
> 4
8. Do you eat snacks during the day? yes
If yes, how many servings in a dav"5 '
1

-

2

J

no

'

3 - 4
> 4
9. Do you eat sweets? yes
no
If yes, how many servings in a day7
1

-

2

3 - 4
> 4
10. How many times do you eat in a day?
1

-

2

3 - 4
> 4
11. Do you purchase you own food? yes
If no, who does?
family member
neighbor
other

no

12. How many people eat meals in the home?
one
2 - 3
4 - 5
> 5
13. Are you receiving insulin shots? yes

no

14. Do you take oral hypoglycemic agents (sugar pills)?
yes
no
15. Have you ever been told by your doctor that you had
kidney trouble (renal failure)? yes
no
16. Has anyone ever explained the diabetic diet to you?
yes
no
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17. If yes to # 17, who explained the diet?
dietitian
nurse
doctor
f amily
friend
18. How
< 1
1 > 2

long ago was the diet explained to you?
year
2 y e a r s
years

19. Were "soul foods" mentioned in your diet teaching?
yes
no

APPENDIX E
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MEAT

You May Eat

Beef

Pork

Poultry

Fish

% cup Low Fat:
2 Eggs

Cottage Cheese

1 / 2 c u p C a n n e d Fish
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10 small S h r i m p
or
Oysters

2 ounces of Meat
will be this size:
.#C bM
1 CHICKEN LEG
1 CHICKEN THIGH
CUP CHOPPED CHICKEN

ROAST BEEF

H

THIS THICK

FISH

THIS THICK

THIS THICK
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2 tablespoons
Peanut Butter

THESE ITEMS ARE LIMITED TO
2 SERVINGS EACH WEEK.

2 ounces or
2 slices Cheese

2 slices
Luncheon Meat
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VEGETABLES
You should eat
servings of
vegetables each day. One half (1/2)
cup is one serving.

w

T /2 cup

You may eat these vegetables:
1

Sfe

Asparagus

Okra
Green pepper

Tomatoes

Carrots
Onions
Beets

Greens

String beans

Cauliflower
Mushrooms
Squash

Broccoli

Eggpia n t

Zucchin'
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hKUir
You
i u u may
„ i u y eat.
eui
.servings of fruit each
day, you may eat fresh fruit, unsweetened
canned fruit or juice.
How much is 1 serving?

1 serving equals:
H
at

1/2 cup fruit juice

1/3 cantaloupe
1 small apple
1 pear

1/2 cup canned fruit

15 grapes
1/ 2 banana

1/4 cup watermelon

1/2 grapefruit

2 tablespoons raisins

1 peach

1 1/4 cups strawberries
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BREAD/STARCH
You may eat
servings of bread
or starchy f o o d s each day.

1/2 cup

3/4 c u p dry
cereal

Potatoes

1 / 2 c u p grits,
oatmeal, or
cream of wheat

1/2 cup noodles,
macaroni, or
spaghetti

6 Saliine
Crackers

1/2 cup
corn

1/ 2 c u p
green peas

or
3 Graham
Crackers

1/3 cup
rice

1 / 3 c u p dried
beans a n d peas

3 cups
V2 bagel

popcorn
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FATS
HnMx^Th U f' S n
r- t e a s P° o n s of Margarine
daily. The following foods may be used
in place of 1 teaspoon Margarine

± TEASPOON

1 teaspoon
Margarine
or

1 slice Bacon

1 tablespoon reduced
calorie Margarine

.Or hi
p' I.

1 teaspoon
Mayonnaise

or
1 teaspoon
Oil

1 tablespoon regular
Salad Dressing (any.)
or
2 tablespoons reduced
calorie Dressing

1 tablespoon reduced
calorie Mayonnaise

2 tablespoons
Sour Cream
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MILK
You may drink
glasses of Skim
Milk each day
Each glass should be 8 ounces which is
1 cup

SKIM MILK - 1 cup
OR.
LOW FAT BUTTERMILK - 1 cup

EE FOODS

May be used as Desired
rani
PICKLG

m1

Salt and
Pepper

Dill
Pickles

A

iip

/3
Gim

Sugar-free
Gum

Vinegar
oogar

—

SubstrfcdteZ
Sugar Substitute
Boullion
Cubes

Mustard
Diet
Soft Drinks
»• * ••»"ty
./

Coffee

Lemon

<£>

Herbs and Spices

Sugar-Free Gelatin
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You may count the following
vegetables as free foods

Celery

Lettuce

Hot Peppers

Radishes
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NO!

Do Not Eat These Foods

Sugar

Ice Cream.
Sherbet. Ice
Milk

Alcohol

Candy

Doughnuts

Cake

Jams. Jellies.
Preserves

Soft Drinks

Fried Foods

Potato
Chips
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MEAT PORTION SIZE GUIDE

FOOD CHOICE OPTIONS
MEAT

FOOD CHOICE OPTIONS
STARCH

OR

V 2 CUP POTATOES

2" SQUARE
CORN BREAD
CEREAL OR GRITS

I
LIMA BEANS

4-

1/2 CUP
RICE

8

MACARONI

kidney
beams

HIGH SUGAR FOODS

sugar content

JAM

JELlV
^SERVES

SWEET RELISH

J
CANDIED
DILL PICKLES

REGULAR OR

drinks

DIETETIC

VAMILlf

PUDDINGS

BROWN

SWEETENED
CUSTARDS
e-uADr

-niPTETIC-

LOW CALORIE", "REDUCED CALORIE" OR "LOW SUGAR" FOODS ARE

K

-CTOSE.

NOT

DIABETIC
IT

FOODS,

YOUR BLOOD SUGAR.

THESE FOODS HAT CONTAIN MANN.TOL, SORB.TOL,
THET PROV.DE CALORIES AND CAN A,SO RA.SE

AVOID EATING THESE FOODS.
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FOOD CHOICE OPTIONS
FATS
TEASPOON = (t)

I \

TABLESPOON CT)

,
c>

MAYONNAISE
SALAD

SHORTENING
LARD JJ

10
PEANUTS

1 STRIP

BACON

SOUR,

CREAM
5 OLIVES
4 WALNUTS
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BREAKFAST
VICUP1V
ANDC^

DINNER
UNSWEETENED JUICE

•k

V2. CUP CEREAlr

~0~) EGG OR

AND

f3P

CUP^*

VEGETABLES

1TBSP
PEANUT

V2 CUP V^TjUNSWEETENED JUICE

BUTTER

OR c§

1 tsp MARGARINE

l"tSp MARGARINE

1 CUP^^J^0/., MILK

1 CUP

LUNCH

MILK

SNACK

MEAT

2 01. OR Vz CUP
+
COTTAGE
|
JFC&K (
OR £Z3 +

AND 1QZ

EESE
*

SOUP
VEGETABLES
1 CUP

Z 01. MEAT

Vl CUP JF0T UNSWEETENED JUICE
OR rd
YES'.

FRUIT OR JUICE

1 tsp MARGARINE
MILK

CUP Q,

FRUIT

(3)

FREE FOODS HllfH

SUGAR FREE
BEVERAGES
BLACK COFFEE AND TEA
SUGAR FREE UELUO
LOW STARCH VEGETABLES

STARCHY FOODS *
V2CUP V-LR COOKED'.RICE
1
m

NOODLES

CRACKERS

GRAHAM

CRACKER

6
QQQ
OOQ
VANILLA
WAFERS

SWEET POTATOE !6CUP
WHITE POTATOE ACUP

MACARONI

WINTER
SQUASH

1/2 EAR
CORN

SPAGHETTI

©

KIDNEY
BEANS

APPENDIX G
LESSON PLAN - CULTURALLY RELEVANT DIABETIC DIET

Appendix G
Lesson Plan - Culturally Relevant Diabetic Diet*
Obiectives:
The client will be able to:
1. Discuss in simple terms the purpose of a meal plan
related to blood sugar levels.
2. Demonstrate planning sample meuns with visual aids
representative of culturally relevant foods.
3. Verbalize appropriate food preparation methods for
culturally relevant foods.
4. Verbalize foods to be avoided.
Content:
1. Discuss the effect of diet on blood sugar.
2. Demonstrate portion sizes of culturally relevant
foods using measuring cups, spoons, food models, and
pictures.
3. Discuss foods to be avoided.
4. Demonstrate sample menu planning with food replicas.
5. Discuss recipe and cooking modifications for
culturally relevant foods and traditional dishes.
Teaching Methods and Materials:
1. Discussion and demonstration
2. Visual aids
A Food groups in large print
B * Ppri pe and Cooking Modifications, handou
C. Measuring cups and spoons.
D. Food replicas.

a -p (1982). niahetes and
0 „
from
Van_Son,
from
van
PO" , A.
. R.I
. c h a l^ ln e n g e - AAnnletonppletonor ' A dail'
patient educationi-^-dailX-m^Jig
Century-Crofts: New York.
*

A d a p t e d
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APPENDIX H
LESSON PLAN - CONVENTIONAL ADA DIET

Appendix H
Lesson Plan - Conventional ADA Diet*
Obictives:
The client will be able to:
1. Discuss in simple terms the purpose of a meal plan
related to blood sugar levels.
2 . Demonstrate the use of exchange lists and portion
sizes by planning simple menus with visual aids.
3. Verbalize foods to be avoided.
4. Verbalize methods of food preparation.
Content:
1. Discuss the effect of diet on blood sugar.
2. Utilizing the Eating Healthy Foods pamphlet, give
basic explanation of exchange system or reinforce
instruction if previously given.
3. Demonstrate portion sizes using measuring cups,
spoons, and food replicas.
4. Discuss foods to be avoided.
5. Demonstrate sample menu planning with food replicas.
6. Discuss appropriate food preparation methods for
diabetic diets.
Teaching Methods and Materials:
1. Discussion and demonstration
2. Visual aids
A. Exchange lists in large print.
B. Eating Healthv Foods pamphlets.
C. Measuring cups and spoons.
D. Food replicas.
E. Large print guides for each food group.

* Adapted from Van Son, A.R. (1982). piabetes and
A dai 1^ nip-sin? oballenqe. Appleton-

at-ianf

entury-Crofts: New York.
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APPENDIX I
RECIPE & COOKING MODIFICATIONS

Appendix I
Recipe & Cooking Modifications
INSTEAD OF:

TRY :

1 cup butter

1 cup margarine or 3/4 cup oil:
Reduce the amount in recipes by
up to 1/2 of the original amount.

1 oz. baking chocolate
(1 square)

3 tbsp. powdered cocoa + 1 tbsp.
oil: (cocoa will not solidify to
form a coating).

1 cup whole milk

1 cup skim milk (1% fat or less)

1 cup buttermilk

1 cup buttermilk (1% fat or less)
or 1 cup lukewarm skim milk + 1
tbsp. of lemon juice, allow
mixture to stand for 5 minutes &
whip briskly.

1 cup evaporated milk

1 cup skim evaporated milk

1 whole egg

2 egg whites or 1/4 cup egg
substitute

1 cup sour cream

1 cup blended lowfat cottage
cheese (1% fat) with a few drops
of lemon juice & skim milk or 1
cup plain lowfat yogurt (1*6 fat) ,*
if used in a heated product, add
1 tbsp. of cornstarch per cup of
yogurt.

1/2 cup shortening
or lard

1/3 cup or 1 stick margarine. If
you substitute margarine in a
recipe for shortening, omit the
salt A whipped tub margarine
cannot be substituted_for a stick
margarine because of its high
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INSTEAD OF:

1 tbsp. cream cheese

1 tbsp. mayonnaise

TRY:
1 tbsp. blended lowfat cottage
cheese (l% fat) or 1 tbsp.
ricotta cheese made from skim
milk.
1 tbsp. reduced calorie
mayonnaise or 1/2 tbsp. reduced
calorie mayonnaise + 1/2 tbsp.
plain yogurt.

1 tbsp. cream

1 tbsp. evaporated skim milk or
1 tbsp. nonfat vanilla yogurt.

1 can cream soup

1 1/4 cup white sause +
seasonings. Recipe:
1 tbsp. + 1 tsp. margarine
1 tbsp. + 1 tsp. flour
1 1/4 cups skim milk
Dash pepper
Follow directions for white
sauce found in any cookbook.

Cheese

Reduced fat skim milk cheese
containing less than 5 grams
of fat per ounce.

Canned broth

Chicken or beef granules or
cubes.

Canned vegetables

Fresh, frozen, or no-salt-added
canned vegetables

Seafood packed in oil

Seafood packed in water

Canned fruit in heavy
syrup

Canned fruit packed in juice or
water.

Sugar

Reduce the amount in recipes by
up to 1/2 of the original amount.

Salt

Unless recipe also calls for
yeast, the salt can be eliminated
completely. Spices & herbs will
compliment the taste.

* Adapted with permission from the Mississipp.North
Medical Center, The Diabetes Learning Center,
State Street, Jackson, MS 39202.

APPENDIX J
RAW DATA FOR CHI-SQUARE ANALYSIS
OF PRIOR TEACHING

Appendix J
Raw Data for Chi-Square Analysis of Prior Teaching

Group
Control

1

2

Total

9
45.00
90. 00
56 .25

1
5. 00
10.00
25 . 00

10
50 . 00

8
35.00
70 . 00
43 . 75

2
15.00
30.00
75 . 00

10
50 . 00

17
80 . 00

3
20.00

20
100.00

(1)

Frequency
Percent
Row %
Column %

Experimental (2)
Frequency
Percent
Row %
Column %
Total
Percent

Note. F (1,19) = 0.264, p < -05
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